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Advisory	Group,	we	conducted	a	 realist	 review	 in	 two	phases.	The	 first	 identified	











addressed	 appropriately	 by	 the	 referrer.	 Patients	 are	more	 likely	 to	 engage	 if	 the	
activity	 is	both	accessible	and	transit	 to	the	first	session	supported.	Adherence	to	
activity	programmes	can	be	impacted	through	having	an	activity	leader	who	is	skilled	
and	 knowledgeable	 or	 through	 changes	 in	 the	 patient's	 conditions	 or	 symptoms.	
However,	the	evidence	base	is	not	sufficiently	developed	methodologically	for	us	to	
make	any	general	inferences	about	effectiveness	of	particular	models	or	approaches.
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1  | INTRODUC TION
The	prescribing	of	non‐medical,	 community	or	 social	 activities	 is	
becoming	more	 common	 in	 England	 as	 an	 option	 to	 help	 people	
manage	 and	 prevent	 illness	 and	 improve	 their	 health	 and	 well‐
being	 (Loftus,	McCauley,	 &	McCarron,	 2017;	 Pilkington,	 Loef,	 &	




vice	 demand	 (Polley,	 Bertotti,	 Kimberlee,	 Pilkington,	 &	 Refsum,	
2017).	Social	prescribing	models	provide	more	tools	to	incorporate	
the	social	as	a	cause	of	 ill	health	and	facilitates	opportunities	for	
patient	 contact	 with	 non‐medical	 professionals,	 treatments	 and	
activities.	The	current	UK	Secretary	of	State	for	Health	and	Social	
Care,	Matt	Hancock,	has	stated	 that	social	prescribing	 is	a	prior‐







little	 consensus	 around	 appropriate	 outcome	 measures	 (Rempel,	
Wilson,	 Durrant,	 &	 Barnett,	 2017).	 Previous	 studies	 highlight	 ev‐









plurality	 of	 delivery	 approaches,	 prescribed	 activities,	 and	 patient	
groups	for	which	they	are	being	used.
In	 this	paper,	we	conceptualise	 ‘social	prescribing’	as	 the	pa‐
tient	 pathway	 from	 primary	 care	 to	 whichever	 activity	 under‐













We	 undertook	 a	 realist	 review	 (Pawson,	 Greenhalgh,	 Harvey,	 &	
Walshe,	 2005;	 Wong,	 Greenhalgh,	 Westhorp,	 Buckingham,	 &	
Pawson,	2013)	as	we	were	seeking	to	explicate	the	ways	in	which	
the	 process	 of	 social	 prescribing	 works,	 for	 whom,	 and	 in	 what	
circumstances.	Our	methodological	 approach	 is	 set	 out	 in	 detail	
in	 the	 published	 protocol	 (Husk	 et	 al.,	 2016),	 and	 definitions	 for	
methodological	concepts	set	out	in	Appendix	S1.	The	review	was	






What this paper adds
•	 Social	prescribing	is	not	a	single	intervention	but	a	path‐
way	 and	 series	 of	 relationships,	 all	 of	 which	 need	 to	
function	to	meet	patient	need





F I G U R E  1  Models	of	social	prescribing




in	 the	 first	 phase,	we	 identified	 evidence	 specifically	 relating	 to	









2.1.1 | First phase searches (a)
The	 first	 phase	 searches	 aimed	 to	 identify	 literature	 relating	 spe‐
cifically	 to	 social	 prescribing	 and	 so	 we	 used	 no	 synonyms.	 The	
search	 strategy,	 databases	 and	 dates	 of	 searches	 are	 available	 in	
Appendix	 S2.	Given	 that	 a	 great	 deal	 of	 the	 social	 prescribing	 lit‐
erature	is	unpublished	we	also	conducted	extensive	grey	literature	
searches	 (Cooper,	 Lovell,	 Husk,	 Booth,	 &	Garside,	 2018).	 Initially,	






2.1.2 | Second phase searches (b)
The	 second	 phase	 searches	 aimed	 to	 provide	 better	 explanations	
of	 programme	 theories	 identified	 and	 prioritised	 by	 our	 Expert	
Advisory	 Group.	We	 conducted	 searches	 in	MEDLINE	 relating	 to	
specific	concepts	in	each	theory	(see	Appendix	S4).
2.2 | Study selection
2.2.1 | Study selection from first phase searches (a)
Inclusion criteria









•	 Study	 design:	 We	 included	 both	 empirical	 and	 non‐empirical,	
quantitative	and	qualitative	studies
Study	 selection	 for	 the	 first	 phase	 comprised	 two	 stages:	 first,	 two	
reviewers	 (KH	 and	 KB)	 independently	 screened	 titles	 and	 abstracts	





cussion.	 Articles	 identified	 through	 grey	 searches	 were	 screened	 at	
full‐text.
2.2.2 | Study selection from second phase  
searches (b)
At	 this	 stage,	we	prioritised	higher	order	evidence	 (RCTs/SRs)	but	




Data	extraction	was	 iterative	and	 formed	part	of	 the	analysis	 and	
aided	synthesis.	A	coding	frame	was	developed	through	discussion	
around	our	pre‐defined	(Husk	et	al.,	2016)	organising	principles:
1.	 Primary	 care	 professionals’	 awareness	 of,	 and	 willingness	 to	
offer	 a	 social	 prescription	 and	 patients’	 consideration	 of	 and	
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2.4 | Analysis and synthesis











Adherence),	 later	 refined	 into	 four	subcategories	 (patient,	GP,	pro‐
cess	and	activity).	The	team	met	and	iteratively	reconsidered	initial	


























3.2 | Analysis and synthesis (i)—making 
sense of programmes
Our	 40	 statements	 of	 programme	 theories	 relating	 to	 the	 social	
prescription	process	are	presented	in	their	entirety	in	Appendix	S5.	
F I G U R E  2  Flow	diagram	of	included	studies
First phase searches (a)
Any study relating to ‘social prescribing’ in database searches, grey
literature and expert contact
Second phase searches (b)
Targeted searches in MEDLINE to provide explanatory detail to






1298 citations after first
screen (ti/ab)
253 assessed for conceptual
richness after full text screen
109 contributing to synthesis 34 contributing to synthesis
Enrolment
Hits (MEDLINE) Included
Statement 1 371 11
Statement 2 87 7
Engagement
Hits (MEDLINE) Included
Statement 1 1004 8
Statement 2 40 1
Adherence
Hits (MEDLINE) Included
Statement 1 282 6
Statement 2 104 1
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These	 are	 the	prominent	 recurrent	patterns	of	 if	 and	how	 the	 re‐
ferral	takes	place	(Enrolment),	is	accepted	(Engagement),	and	main‐
tained	activity	(Adherence).
3.3 | Analysis and synthesis (ii)—deeper 
explanations of prioritised theories
Two	 statements	 relating	 to	 each	 outcome	 were	 prioritised	
by	 our	 expert	 group	 (Table	 3)	 for	 further	 investigation	 and	 to	
strengthen	inferential	explanations.	Quotes	used	are	summarised	
in	Appendix	S6.
3.4 | Enrolment (agreeing to the referral)
3.4.1 | Enrolment statement 1: IF the patient 
believes the social prescribing will do them good 
THEN they may be receptive and enrol










I	was	pleased.	 I	was	 struggling	 to	control	my	diabe‐
tes	 and	 I	 thought	 this	would	 help.	 I	 was	 feeling	 re‐
ally	down	and	[my	GP]	suggested	this	so	I	could	lose	
weight	 and	 do	 something	 for	 me	 (ERS	 Research	 &	
Consultancy,	2013).
The	 second	 theme	 related	 to	 patients’	 belief	 that	 they	 had	 a	
condition	 that	 the	 social	 prescription	would	address.	 In	whatever	
way	 the	 prescription	 was	 presented,	 the	 participant	 should	 feel	
that	 their	 condition	or	 symptoms	will	 be	 addressed	by	 accepting,	
highlighting	the	importance	of	patients’	agency	in	the	decision.	For	
example,	 the	participant	below	believes	that	the	referral	will	help	




wanted	 to	do	 something	 that	would	better	help	me	
get	 better	 and	 control	 the	 pain…	 (ERS	 Research	 &	
Consultancy,	2013)
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A…major	 theme…was	 the	 persistence	 with	 which	
people	sought	solutions	to	their	problems,	often	de‐
spite	formidable	psychological,	social	and/or	material	
obstacles.	 (Popay,	 Kowarzik,	 Mallinson,	 Mackian,	 &	
Barker,	2007)
The	third	theme	focused	on	potential	participants’	perception	of	












of	 agreement	 between	 clinician	 and	 patient,	making	 this	 a	 plausible	
pathway.	Studies	also	noted	that	elements	relating	to	participant	belief	
are	overlooked	 in	consultations	 (Alexander	et	al.,	2011),	with	self‐ef‐
ficacy	 (Aljasem,	Peyrot,	Wissow,	&	Rubin,	2001),	 and	a	belief	 in	 rel‐
evance	 of	 the	 activity	 (Beaulieu,	 Beland,	 Roy,	 Falardeau,	 &	 Hebert,	





3.4.2 | Enrolment statement 2: If the referral 
is presented in an acceptable way and matches 


















nity	 to	 reassure	 patients	 that…[they]	 would	 not	 be	
expected	to	do	anything	that	they	were	not	confident	
about	 doing	 or	 which	 made	 them	 uncomfortable.	
(Moore	et	al.,	2011)
TA B L E  2   Included	studies	by	intervention	model	and	process	model
 
Process Model
1 2 3 3+ Not applicable/reported Total
Intervention	model Exercise 1 50 4 0 11 66
Green	prescription 1 3 0 0 3 7
Arts	on	prescription 0 4 0 0 1 5
Other/generic	SP 2 2 5 8 14 32
































Many	Dutch	 experienced	 the	 advice	 as	 being	 ‘just	
a	 recommendation’	 [study	 author	 interpretation],	
which	meant	 it	was	 not	 experienced	 as	 a	 deciding	
factor…many	 migrant	 participants,	 however,	 ex‐
perienced	 the	GP	 as	 someone	 ‘who	 knows	 better’	
and	 participated	 in	 the	 intervention	 because	 they	







The	 third	 theme	 reflected	 what	 is	 known	 more	 broadly	 in	
healthcare	but	was	raised	in	the	context	of	social	prescriptions,	
that	 the	 format	and	delivery	of	 that	 referral,	or	 the	 ‘thing’	 that	
was	 offered	 to	 patients,	 varied	 considerably;	 from	 a	 formal	
hard‐copy:
…referral	forms	were	provided	to	all…and	completed	
on	 behalf	 of	 interested	 participants.	 (Adsett	 et	 al.,	
2013)
Through	to	an	informal	discussion:







during	 referral	 have	 a	 strong	 contributing	 effect	 on	
whether	 patients	 engage	 with	 the	 service	 offered	
(Brandling	&	House,	2009)
The	last	theme	identified	related	to	the	symptoms	that	the	pa‐
tient	 presented	 with;	 how	 symptoms	might	 be	 alleviated	 through	
the	appropriate	prescription.	This	theme	relates	specifically	to	how	
the	referral	process	and	presentation	relates	to	symptoms,	and	the	
acceptability	 of	 a	 referral.	 For	 example,	 a	 participant	 discussed	 a	
GP	who	had	identified	and	was	addressing	areas	that	might	not	be	
things	relevant	to	a	GP	consultation:
So	 we	 talked	 through	my	 situation	 and	 she	 wrote	
down	 the	 topics	 that	 I	 particularly	 wanted	 to	 be	
helped	with.	And	I	was	really	pleased	to	be	able	to	
have	 this	 attention,	 because	 sometimes	 you	 just	
don't	 know	who	 to	 go	 to	 to	 ask	 these	 things,	 you	
know…And	 they	 weren't	 particularly	 things	 that	
GPs	would	 necessarily…you	 know,	 that	 you	would	
necessarily,	 sort	of,	bother	 them	with,	 if	 you	 like…	









these	 findings;	 a	written	 script	 can	 contribute	 to	 the	 acceptance	of	
a	 referral,	 that	 there	are	multiple	ways	 in	which	 instructions	can	be	











being	 employed	 such	 as	 information	 sharing	 events	 to	 discuss	 best	
practice	and	treatment	options.
3.5 | Engagement (attending at least the first 
session)
3.5.1 | Engagement statement 1: IF the activity is 
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ership	 status,	or	 rural	or	urban	 location.	The	 issue	of	proximity	was	
closely	related	to	the	feeling	of	‘safety’	in	attending	a	social	prescribing	
activity,	where	travel	to	and	from	locations	may	be	seen	as	threatening:
the	 neighbourhood	 setting	 was	 given	 as	 a	 reason…
participants	 do	 not	 feel	 safe	 in	 their	 neighbour‐
hoods…and	this	was	a	reason	to	stay	home	(Schmidt	
et	al.,	2008)




ings,	with	 some	 reporting	 negative	 feelings	 related	 to,	 for	 example,	
‘seasonal	changes	in	lighting’	(Stirrat,	2014).
Perception	of	accessibility	was	also	impacted	by	our	final	theme,	








As	 previously,	we	 located	 broader	 evidence	 to	 deepen	 our	 un‐












3.5.2 | Engagement statement 2: If the transit to 
first session is supported THEN individuals may be 






Support	 to	 social	 prescribing	 activities	was	 staged	 in	 terms	 of	
intensity	and	presented	here	in	ascending	order.	First,	patients	could	





in	 a	 social	 prescribing	 link	 worker:	 ‘GPs…provide	 information	 and	
share	relevant	information	with	a…link	worker’	(Bragg	&	Leck,	2017).










contact:	If the patient chooses to engage…then this is followed by a more 
in‐depth guided conversation	 (Bragg	&	Leck,	2017),	 through	 to	much	
more	intensive	and	multiple‐visit	approaches	where	a referred patient 
can have up to six sessions with the link worker’	(Bragg	&	Leck,	2017)	and:
the	 level	 and	 extent	 of…involvement…can	 differ	
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In	 our	 targeted	 searches,	 very	 few	 studies	 described	 the	 sup‐
ported	transit	to	the	first	session	of	a	health	activity.	The	first	study	
examined	 the	 characteristics	 of	 a	 telephone	 follow‐up	 versus	 a	




most	 effective	 were	 intensive	 link	 worker‐based	 models	 tackling	
practical	or	psychological	barriers	(Ingoldsby,	2010).	This	was	echoed	










3.6.1 | Adherence Statement 1: IF the 
leaders are skilled THEN the patient is more likely to 
maintain Adherence
Fifteen	 studies5 	 provided	 information	 relating	 to	 this	 theme,	 and	




The	 impact	 of	 the	 facilitator	 appears	 to	 influence	





















non‐judgemental	 concern,	 compassion,	personal	 attention	and	ad‐
vice	 being	 important,	 particularly	 where	 the	 perception	 of	 safety	
was	a	contributory	factor:





The	 use	 of	 cognitive‐behavioural,	 motivational	 and	 ‘persuasive’	
techniques	by	activity	 leaders	was	 linked	to	Adherence,	and	partici‐
pants’	relationship	with	the	leader	also	acted	as	a	motivating	factor:
Participants	 had	 found	 it	 particularly	 “helpful”	 and	
motivating	that	walking	leaders	did	not	appear	to	be	
“just	going	 through	 the	motions”	but	 rather	 seemed	
“very	enthusiastic”	about	their	role:	“they	would	make	
a	point	of	 talking	 to	you	and	encouraging	you…	 just	
showing	 an	 interest	 rather	 than	 just	 performing	 a	
function…they	 do	 seem	 genuinely	 interested	 in	 en‐
















Evidence	 in	our	 targeted	searches	also	suggested	 that	 the	 real	
or	perceived	skill	of	the	activity	leader	were	instrumental	 in	ongo‐
ing	Adherence,	these	include:	psychological	support	(Estabrooks	et	
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3.6.2 | Adherence statement 2: If there is a change 
in patient's condition THEN the patient is more or less 







Another	 person	 who	 had	 been	 ‘prescribed’	 an	 ex‐
ercise	and	weight	 loss	 regime,	was	very	clear	about	
exactly	what	was	motivating	him.	 “Results!	My	cho‐
lesterol	 is	 right	 down,	 so	 I	 no	 longer	 need	 pills	 for	
that.	And	my	blood	sugar	was	extremely	high	when	
I	 was	 diagnosed,	 but	 it	 isn't	 now	 (ERS	 Research	 &	
Consultancy,	2013)















of	weight	 loss	 at	 all	 that	 they	 could	 relate	 to	 the	 ex‐
perience	 of	 increased	 physical	 activity.	 (Jones,	Harris,	
Waller,	&	Coggins,	2005)
The	 second	 theme	 related	 to	 expectations	 of	 what	 could	 be	
achieved	through	the	social	prescription;	potentially	those	with	higher	
or	unrealistic	expectations	were	least	likely	to	maintain	Adherence:
[he	 was]	 …concerned	 about	 his	 ability	 to	 achieve	





unrealistic	 expectations…[and]	 suggested	 that	 those	
who	had	greater	 expectations	of	 change	over	 a	10‐
week	prescription	were	least	likely	to	finish	(Jones	et	
al.,	2005)
Importantly,	 external	 factors	 such	 as	 difficulty	 in	 making	 life	
changes	or	the	expectations	of	others	also	moderated	Adherence:













Patient	 motivation,	 self‐efficacy	 and	 a	 belief	 in	 the	 relevance	
of	 the	 activity,	 which	 all	 impacted	 on	 the	 acceptance	 and	 uptake	
of	 activities	 are	 areas	 not	 always	 considered	 in	 GP	 consultations	
(Alexander	et	al.,	2011).	The	way	in	which	an	activity	was	presented	
F I G U R E  3  Social	prescribing	pathway

















personal	 relationships	 and	 trust,	 supportive	environments,	 as	well	
as	an	individuals’	perceived	change	in	condition,	and	an	absence	of	





UK,	however,	 the	evidence	base	for	what	works,	 for	whom	and	 in	
what	circumstances	lags	behind	the	enthusiasm	for	implementation.
This	 review	 of	 109	 studies	 produced	 theory	 relating	 to	 the	
ways	 in	which	 the	 referral	 process	might	 be	 implemented	 for	 dif‐
ferent	 groups	 across	 our	 three	 organising	 principles:	 Enrolment,	
Engagement	 and	 Adherence,	 and	 provides	 explanatory	 detail	 for	







session	 supported.	Adherence	 to	programmes	 is	 impacted	 through	
skilled	and	knowledgeable	activity	leadership	or	through	changes	in	
conditions	or	symptoms.	Included	studies	were	often	lacking	in	the‐





is	 the	 driving	 force	 behind	 action.	 Similarly,	 Leventhal's	 Common	
Sense	model	of	 illness	 (Diefenbach	&	Leventhal,	1996),	which	out‐
lines	 the	 processes	 by	 which	 individuals	 form	 representations	 of	




general	 inferences	 about	 effectiveness	 of	 particular	 approaches.	
Indeed,	what	constitutes	‘effectiveness’	for	such	complex	pathways	
(see	below)	is	difficult	to	define.	There	is	much	in	the	policy	literature	
seeking	 to	 link	 social	 prescribing	with	 reduced	health	 service	use,	
and	it	is	possible	this	is	the	case,	however,	there	is	evidence	in	this	
review	that	the	converse	may	also	be	true	in	some	instances;	with	
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all	 strengthened	 in	 terms	 of	 providing	 better	 explanations	 of	 pro‐
gramme	theories,	and	to	strengthen	inferential	explanations.
We	accept,	however,	that	time	and	resources	constraints	meant	
it	was	not	possible	 to	consider	all	of	 the	statements	 in	detail.	The	
strength	of	the	findings	is	also	limited	by	the	majority	of	the	stud‐





4.2 | Comparisons with existing literature
Although	our	study	was	unique	 in	 its	 focus	only	on	 the	process	of	
social	prescribing,	our	findings	are	in	line	with	Pilkington	et	al.	(2017)	
scoping	study,	where	the	team	found	limited	evidence	owing	to	in‐
formation	not	 being	published	 and	 activities	 not	 being	 labelled	 as	
‘social	prescribing’.
We	 restricted	 our	 criteria	 to	 referrals	 from	 primary	 care.	


























For	 all	 programmes,	 it	 is	 important	 to	 develop	 social	 pre‐
scribing	 in	 line	with	 complex	 intervention	 and	 behaviour	 change	
approaches	with	a	careful	consideration	of	context	and	capacity.	
This	 is	 new	 ground	 and	 there	 is	 a	 pressing	 need	 for	 theory‐in‐
formed	practice,	not	only	because	theory‐driven	interventions	are	
more	likely	to	be	effective	(Denford	et	al.,	2015)	but	also	because	
successful	 implementation	 of	 social	 prescribing	 programmes	 in‐
volves	 behaviour	 change	 on	 the	 part	 of	 both	 practitioners	 and	
participants;	 there	 is	 an	 extensive	 literature	 relating	 to	 health	
behaviour	 change	 and	 it	 is	 important	 that	 planners	 draw	on	 this	
when	 designing	 programmes.	 Linked	 to	 this,	 it	 is	 also	 important	
that	 there	 is	 high‐quality	 research	developed	 alongside	practice,	
and	we	 have	 argued	 elsewhere	 that	whilst	 this	 is	 difficult	 to	 do	






We	 suggest	 that	with	 the	 proliferation	 of	 social	 prescription	 pro‐
grammes,	 the	 interest,	 investment	 and	 innovation	 be	 harnessed	
within	 a	 high‐quality	 concomitant	 research	 programme.	 This	 pro‐
gramme	 should,	 as	 well	 as	 assessing	 effectiveness	 on	 outcomes	




is	 that	patients	need	 in	 terms	of	 complex	care.	Signposting	at	 the	
point	of	presentation	for	 individuals	with	mental	health	needs,	 for	







ers,	 referral	 practitioners,	 patients	 and	 link	 workers.	 This	 group	
provided	guidance	on	framing	our	research	area,	refining	searches	
and	theory	development.
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